The management of peptic ulcer is a big subject to discuss exhaustively, and so I will deal with three aspects of it?firstly, the significance of periodicity ; secondly, the factors producing healing of the ulcer ; and thirdly, the surgical aspect.
The management of peptic ulcer is a big subject to discuss exhaustively, and so I will deal with three aspects of it?firstly, the significance of periodicity ; secondly, the factors producing healing of the ulcer ; and thirdly, the surgical aspect.
Let me begin by reviewing some of the events in the life of a sufferer from this disease. The (Fig. 3) . In the neighbourhood of an ulcer this process would be hampered, and there might after a meal be some gravitational pull on the edges of the ulcer tending to draw them apart: or if the ulcer was a penetrating one fixed to a neighbouring organ, then the ulcer itself would become one of the points from which the stomach was suspended, so increasing the distractive tension on the ulcer (Fig. 4) . This would be important because the main healing of an ulcer takes place by contraction of its base and approximation of the edges. (Talcing small frequent feeds would have a similar result to recumbency in diminishing gravitational effects).
5.
The fifth possibility is that recumbency may change the extent of the chemical stimulus to the ulcer. The body and fundus of the stomach secrete acid gastric juice, the pyloric antrum a feebly alkaline digestive juice (Fig. 5) tend to produce a level of greater concentration on the upper level of the food, so that at a certain stage of digestion, an ulcer in the lesser curvature will have this strong layer of concentrated juice opposite it for a time, and acid juice will pour over it till the end of digestion (Fig. 6) . Now the effect of recumbency is to shift the fluid level (Fig. 7) really needs a graft of new duodenal tissue to replace that which is lost, and that nature will not supply. Again, in the stomach, an ulcer which appears to be only an inch or so in diameter may really represent the loss of the whole posterior or anterior wall or more, but by vigorous contraction of the base it has become small (Fig. 11) .
Apart from the great anatomical destruction, occasionally an ulcer will not heal because of the rigidity of its base, or fixation of its fibrotic edges to the pancreas or liver. In such cases there is probably no disagreement that surgery is the only means of attaining comfort.
However, I will freely admit that I often perform gastrectomy for ulcers that would in time heal medically. In 1938 we gastroscoped a man who had had a severe haematemesis shortly before. He-had been in my ward on two previous occasions with a haematemesis due to gastric ulcer, and each time had healed well. The ulcer was seen to be soundly healed. A colleague, however, jestingly remarked : " Now he is fit, the healed ulcer will make an easy and safe operation ; we should do a gastrectomy." We did not, of course, and the following winter he came in again and died after his haematemesis. There is no doubt that recurrent ulceration is often an indication for surgery. In fact I would suggest that in the decision whether to operate or not, the patient's history is just as important as the present condition of his ulcer. If he has a large ulcer now and only has a three months' history, medical treatment may provide him with a permanent cure. If he has a small ulcer now and gives a history of having had it treated on and off for ten years, you may heal it again, but healing will not be permanent and he will probably be better off with surgical treatment. It seems to me more reasonable to place the anastomosis in the pyloric antrum : at first I made a posterior juxtapyloric anastomosis (Fig. 13) . This is technically difficult, and I later made a number of anterior ones in the same situation (Fig. 14) . Now the resting juice lies away from the stoma, and the mucosa stitched to the jejunum is alkali-secreting. I complete the operation by covering the anastomosis with the omentum (Fig. 15) . The results over two years have been satisfactory, but one must wait a long time before one can recommend such a method to others. Now from the patient's point of view, his first and chief desire will be that he should survive the operation, and so I believe that surgery should never be undertaken unless the patient has had a Usual (low) posterior gastrojejunostomy. Juxta-pyloric posterior gastrojejunostomy. Anterior juxta-pyloric gastrojejunostomy. Anterior juxta-pyloric gastrojejunostomy. (1) A woman aged forty-nine was admitted with prolonged and recurrent attacks of painless vomiting, and a history of mild dyspepsia. I was asked to see her after a ten days' attack and later explored her as a possible recurrent mild obstruction (she had had a previous pelvic peritonitis). Unfortunately I found she had small quiescent anterior and posterior duodenal ulcers, and I did a gastrectomy. She In other words, let surgeons be wary of the patient with multiple and persistent symptoms and the quiescent ulcer.
